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CLINICAL NOTES 

FRACTURES. 

BY DUNCAN EVE, A.M., M.D. 


Femur .—The differential diagnosis of frac¬ 
tures of the neck of the femur is a matter of 
great importance, and in the X-rays we pos¬ 
sess a most valuable means, but unfortunately 
an X-ray outfit is not always available; and, 
furthermore, the radiographs of these injuries 
do not always furnish entirely satisfactory evi¬ 
dence of the precise location and extent of 
the fracture. In many cases the diagnosis de¬ 
pends principally on the nature of the violence, 
the age and sex of the patient, and the de¬ 
formity of the limb. There are many sur¬ 
geons who hold the view that it is not partic¬ 
ularly important to determine whether the 
fracture is intra or extra-capsular; that it is 
enough, for all practical purposes, simply to 
ascertain whether there is or is not a fracture 
of the neck of this bone; and that, in reaching 
a conclusion, the chief reliance should be 
placed on the results obtained from careful 
measurements of the sound and the injured 
limbs. If for no other reason we would state 
it is important for prognosis. 

A severe contusion over the region of the 
hip will produce swelling, with accompanying 
deformity, often eversion, pain, loss of func¬ 
tion, apparent shortening and seeming altera¬ 
tion of the trochanteric relations; and the 
diagnosis of such a condition from an intra- 
capsular fracture without separation of the 
fragments, and also impacted fracture of the 
neck, is often difficult. The use of an anaes¬ 
thetic in examining a supposed fracture at the 
hip-joint is often objectionable, especially in 
very old persons. Even when an anaesthetic 
is used, owing to the patient’s unconsciousness 
of pain, the surgeon may yield to the tempta¬ 


tion to employ too much force in his manip¬ 
ulations, and thus cause a separation of the 
fragments. It is this very danger which has 
prompted the advice to treat these doubtful 
cases, if no contra-indications exist, as if they 
were in reality cases of fracture. The com¬ 
bination of a rheumatic joint offers special 
difficulties. 

A dislocation of the head of the femur on 
the dorsum ilii may sometimes closely resem¬ 
ble a fracture of the neck, especially when 
great contusion or extravasation of blood has 
occurred about the joint, with possibly a frac¬ 
ture elsewhere about the hip. In such a dislo¬ 
cation, however, some inversion is invariable; 
and, although there is a shortening of from 
one to three inches, and the great trochanter 
is above Nelaton’s line, there are usually other 
evidences which point to a dislocation rather 
than a fracture—such, for example, as a his¬ 
tory of forcible internal rotation and the fact 
that the head of the bone is found on the dor¬ 
sum of the ilium, and that the trochanter rises 
towards the iliac spine. A dislocation into 
the thyroid foramen shows eversion, but there 
is also distinct lengthening. 

In extra-capsular fractures and even in 
some suitable cases of intra-capsular frac¬ 
tures, we are now employing, with satisfactory 
results, Whitman’s abduction treatment. The 
primary object of this treatment is to place the 
limb in a forcible abduction position. It is 
claimed by leverage against the upper 
border of the acetabulum, to overcome the 
deformity; by tension on the capsule, to re¬ 
move the folds; and by actual contact of bone 
with bone, to oppose redisplacement, the plan 
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is ideal, as rotation is prevented. The best 
time for the application of the treatment is 
immediately after the injury, for with the com¬ 
prehensive support of the whole limb, from the 
toes up, there is little danger of constriction. 

In the treatment of fractures of the shaft 
of the femur, great difficulty will be encoun¬ 
tered in connection with fractures of the up¬ 
per third, for there is a tendency of the lower 
end of the upper fragment to tilt upward and 
outward, causing both deformity and exten¬ 
sive shortening. To prevent this, the best 
course is to treat the fracture by making ex¬ 
tension in the long axis of the femur, which 
coincides with that of the upper fragment, or 
make extension from the lower end of the 
femur, when the limb is on a double inclined 
plane. 

I sometimes use, when the disposition to 
deformity is not too great, a Brown’s modifi¬ 
cation of Hodgen’s splint. In fractures of the 
middle and lower thirds, I use Buck’s exten¬ 
sion the first ten days or two weeks, and then 
the plaster-of-Paris dressing applied in the or¬ 
dinary manner for at least six weeks, making 
the time of treatment not less than seven or 
eight weeks’ immobilization for an ordinarv- 
aged, healthy adult. 

Patella .—The prognosis is unfavorable for 
bony union—the unfavorable outlook is due to 
the forced separation of the fragments de¬ 
pendent on the effusion of blood and the sub¬ 
sequent formation of blood-clots on the inter¬ 
ference caused by the torn ends of the fibro- 
periosteal tissue, and on the shortening of the 
quadriceps extensor muscle and the ligamcn- 
tum patella?, the union is usually ligamentous, 
and this ligamentous tissue admits of more or 
less stretching, thereby impairing the useful¬ 
ness of the limb. Bony union is rarely se¬ 
cured by the non-operative plan of treatment, 
therefore in all cases, whose condition will 
permit, and whose environment will afford 


skillful treatment and care, wc make the open 
operation. Operation should be deferred, if 
feasible, until after the acute symptoms of the 
primary injury have subsided, i. e., from four 
or five days to a week. That in compound 
fractures of the bone operative treatment 
should be adopted, appears to be self-evi¬ 
dent. Also in instances of a crippled fellow- 
limb, of physical or business demands, of de¬ 
teriorating personal discomfort, and of pros¬ 
pective activity of a perplexing nature, the 
wisdom of an operation can well be consid¬ 
ered. Prospective impairments of function, 
of established importance (wide separation), 
and embarrassing delay of recovery, invite the 
consideration of active interference. I am op¬ 
posed, however, to the policy and the practice 
of those surgeons who operate, for this, as 
well as other fractures, only because the bone 
is broken, and irrespective of the present dan¬ 
gers or the future benefits relating to the pa¬ 
tient. 

Wc agree with Stimson when he says that 
operative methods can be used with confi¬ 
dence when surrounded with every protection. 
He habitually uses them, but he never teaches 
them as proper routine practice, and strongly 
advises against their use except by those who 
have had experience, who have formed the 
habit of taking precautions, and who have the 
aid of skilled assistants. 

I favor Blake's operation, as being the sim¬ 
plest in every way. After completion of the 
usual operative steps for uniting the frag¬ 
ments, instead of suturing them, Blake sut¬ 
ures, at either side of the broken bone, as close 
as possible, with chromicizcd catgut or kan¬ 
garoo tendon, the torn aponeurosis for a dis¬ 
tance of half an inch or so. If the fragments 
be carefull) r adjusted before tightening the 
sutures they will afterward be found to be 
quite as immovably opposed as when joined to¬ 
gether with wire. In other respects the tech¬ 
nique is similar to all other open operations. 



